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Summary
Introduction: Mycobacterium fortuitum, a rapidly growing non-tuberculous atypical mycobac-
terium, is commonly found in soil and water. This organism generally causes skin, bone, and soft
tissue infections following local trauma or surgical procedures, and in immunodeﬁcient patients.
The case reported here is, to our knowledge, the ﬁrst published report of M. fortuitum nasal
infection.
Case report: The authors report the case of a 3-year-old girl with intranasal tumour-like swelling
associated with cervical lymph nodes due to M. fortuitum infection.
Discussion/conclusion: A combination of radical surgical debridement and prolonged therapy
with several antimicrobial agents was required to completely eradicate the infection. This
case report indicates that non-tuberculous mycobacterial infections should be considered after
failure of conventional antibiotic therapy or when classical microbiological tests fail to identify
the pathogen responsible for sinonasal and cervical infections.
© 2011 Elsevier Masson SAS. All rights reserved.
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Atypical mycobacteria are a rare cause of soft tissue
infection. Mycobacterium fortuitum is the species most fre-
quently isolated. Atypical mycobacteria were classiﬁed by
Runyan in 1950 [1]. M. fortuitum and M. chelonei are the
only rapidly growing pathogenic mycobacteria in man [2];
they are present in the soil, water and dust. Despite the
increasing incidence of these infections with the advent of
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doi:10.1016/j.anorl.2011.01.005IDS, they are not considered to be opportunistic microor-
anisms. The authors report a very rare nasal site of
. fortuitum infection associated with cervical lymphadeni-
is in a young girl.
ase report
3-year-old girl was admitted to hospital with chronic
ight unilateral nasal obstruction and inﬂammatory right
ervical lymphadenopathy. This child had a history of
ecurrent nasopharyngitis, several episodes of otitis and
recent ulnar fracture after minor trauma. Anterior
hinoscopy showed a reddish mass obstructing the right
asal fossa, bleeding on contact and associated with puru-
served.
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Figure 1 CT scan of the nasal sinuses after injection of iodinated contrast agent: solid mass in the right nasal fossa with
displacement of the nasal septum. A. Axial section. B. Coronal section.
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migure 2 MRI axial and coronal sections, T2-weighted sequen
xtension to the choanae or ethmoid sinus, but with limited ex
oronal section.
ent nasal discharge. Multiple cervical lymph nodes larger
han 3 cm with an inﬂammatory appearance were palpable.
mergency computed tomography of the nasal sinuses visu-
lized a very large mass obstructing all of the right nasal
ossa, displacing the septum, markedly contrast-enhanced
ith ﬂuid ﬁlling of the right maxillary sinus (Fig. 1a and b)
nd right cervical lymphadenopathy. Biopsy was performed
nder general anaesthesia and frozen section examination
uggested sarcoma. The deﬁnitive histological examina-
ion concluded on a pseudoneoplastic nasal inﬂammatory
ass with no signs of malignancy. No other abnormal-
ty was detected and MRI was performed (Fig. 2a and
). After complete transnasal surgical resection, prolonged
mpirical antibiotic therapy by clarithromycin at a dosage
f 300mg daily was prescribed. A complete autoimmune
nd infectious work-up was performed in the paediatric
ard. The presence of Nocardia was initially suggested,
ut molecular identiﬁcation of the strain isolated (ADN16S)
emonstrated Mycobacterium fortuitum, a mycobacterium
ound in water. A favourable clinical course was observed
n response to clarithromycin. A recurrent cervical lymph
ode was observed 6weeks later, requiring surgical excision.
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mlimited space-occupying lesion of the right nasal fossa with no
ion to the ﬂuid-ﬁlled right maxillary sinus. A. Axial section. B.
larithromycin monotherapy was maintained at a dosage of
00mg daily. A nasal sinus recurrence was observed ﬁve
onths later, requiring surgical resection. Triple combina-
ion antibiotic therapy with cotrimoxazole, ciproﬂoxacin
nd clarithromycin was prescribed for 12 months, resulting
n eradication of the infection. However, this girl experi-
nced a right ulnar fracture suggestive of pathological bone
ragility. Due to the possibility of a congenital defective
mmune response to mycobacteria with Mendelian predis-
osition to mycobacterial infections, a genetic and bone
ssessment was performed with negative results.
iscussion
. fortuitum is a rapidly growing atypical mycobacterium
ound in water and soil; it is a saprophytic organism in
an. It is characterized by positive staining to nitrate reduc-ase, which distinguishes it from M. chelonei. M. fortuitum
as isolated for the ﬁrst time in 1938 by Dacosta Cruz [3].
his species presents many phenotypic characters in com-
on with Nocardia, hence the initial identiﬁcation error.
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mycobacterial infection due to Mycobacterium fortuitum. JNasal infection due to Mycobacterium fortuitum
M. fortuitum infection is rare. Infections of the skin and
soft tissues after trauma or surgery are the most frequent
clinical manifestations, usually occurring in immunocom-
petent subjects. Other sites have been reported includ-
ing pneumonia, endocarditis, septicaemia, neurological
involvement, periocular infections, and osteomyelitis [4].
Cervical lymphadenitis is rare and mainly observed in
immunodepressed adults and children. The combination
of intranasal and cervical lymph node infection by this
mycobacterium has never been previously reported to our
knowledge.
Treatment comprises large surgical excision of infected
tissues and prolonged antibiotic therapy adapted to
the results of antibiotic susceptibility testing. Classi-
cal antituberculous agents are reputed to be ineffective
[5]. Various studies have demonstrated the efﬁcacy
of certain molecules: quinolones, amikacin, doxycy-
cline, sulfamethoxazole, cotrimoxazole, clarithromycin,
cefoxitin and imipenem [6]. In the case presented
here, the isolated strain was sensitive to erythromycin,
clarithromycin, ciproﬂoxacin, amikacin and imipenem.
Combination antibiotic therapy is often preferred to
monotherapy. Some authors recommend starting treatment
with amikacin and ciproﬂoxacin while waiting for the antibi-
otic susceptibility test results [7]. Treatment must be
continued for at least 3 to 6weeks after resolution of the
clinical lesions in order to prevent recurrence. Cases of resis-
tance to quinolones and clarithromycin have been reported
[8]. Rapid initiation of antibiotics alone without surgery
can be proposed in patients with limited skin lesions. In
the case reported here, clarithromycin monotherapy was
initially prescribed in combination with surgery, but two
episodes of recurrence were observed. Cotrimoxazole and
ciproﬂoxacin combination therapy for 3 months proved to be
more effective. This treatment was not prescribed immedi-
ately, but the diagnosis of atypical mycobacterial infection
was very difﬁcult. Immediate two-agent antibiotic therapy
comprising a recent macrolide (clarithromycin has the best
activity) and quinolone is recommended in the literature
[9].
Postoperative surveillance of the neck incision is
imperative, as cutaneous spread can occur after surgery. If
the scar remains inﬂamed, another local swab sample should
be taken to detect the persistence of mycobacteria.
Primary prevention designed to avoid surgical contamina-
tion involves adequate sterilization of surgical instruments
and implantable biomedical devices in line with current
regulations (http://www.afs.asso.fr). The use of chemical
sterilization methods is a risk factor because M. fortuitum
is known to be resistant to 2% iodinated polyvidone, 10%
glutaraldehyde and 2% formalin [10].199
onclusion
his case report highlights the difﬁcult diagnosis of atypi-
al Mycobacterium infections, particularly on bacteriology,
hich delayed initiation of effective treatment specif-
cally against M. fortuitum (two- or even three-agent
ntibiotic therapy). A general and immune work-up must
e performed, especially in cervical forms, which are more
requent in immunodepressed subjects, and in children, as
mmune disorders have been described in the literature in
hildren with usually severe and disseminated M. fortuitum
nfections.
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